Anal surgery is important because the problems are common and because the results of correct management are good; it is therefore surprising that controversy surrounds the choice of correct management for some of these problems. There is no better example of this than that relating to the commonest of all anal conditions -haemorrhoids -while there is no consensus on the management of anorectal abscesses and perianal warts.
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Management of haemorrhoids
Haemorrhoidectomy is a painful operation and for this reason alternative methods of treatment have been developed. Comparison of different methods, however, is confused by loose terminology and it is difficult to assess whether authors use similar precise definitions; there is an inbuilt error in all studies that do not assess haemorrhoids accurately in relation to first, second, and third degree. Table I shows that there is a wide range in the number of patients presenting in each degree to various recent authors, although at least two of these authors stated that their patients were consecutive attendances at the clinic; this suggests that definition may be loose. All authors should record the number of patients presenting to them in each category, that is, the whole population should be identified. Hancock & Smith (1975) suggested that patients with haemorrhoids had abnormal anal pressure measurements and abnormal motility tracings, while Arabi et of. (1977) attempted to divide patients into low and high pressure groups; they suggested that there was a high pressure group containing mainly young men with pain and bleeding as the major symptoms, while the low pressure group was an older age group with women whose prolapse was the presenting symptom. Unfortunately, in a recent further study (Keighley et al. 1979) ,while the high pressure group did contain a majority of men with bleeding as the main symptom, the low pressure group had more men than women and also more bleeding than prolapse as the main symptom.
Recent studies, while extolling the virtues ofanal stretch, band ligation and cryosurgery and at the same time condemning haemorrhoidectomy, have however ignored injection therapy. Thomson (1977) stated that at St Mark's Hospital, London, injection therapy was the management of choice for 75% of all patients with haemorrhoids, whilst only 5% of patients with haemorrhoids came to surgery. The place of injection therapy needs to be assessed in a properly controlled and long-term study.
The management of acute prolapsing thrombosed haemorrhoids is less controversial. Conservative management is still used, but more surgeons now advise haemorrhoidectomy as the treatment of choice and this decision is supported by data published in 1975 (Grace & Creed 1975) . Forty-seven (40.2%)of 117 patients presenting at St Mark's Hospital with acute haemorrhoids had had symptoms for more than three years prior to the acute episode, and 80 (68.4%) continued to have symptoms when the acute episode had settled on a conservative regime. Sixty-four of the 117 patients were subsequently advised to undergo haemorrhoidectomy because of continuing symptoms.
Anorectal abscesses
This group of patients is probably the worst managed of all those presenting with minor anorectal disease;' the likely explanation is that most of this acute surgery is performed by recently qualified surgeons who are inexperienced in relation to anorectal anatomy and pathology. A study from Cardiff showed that over a five-year period, 30 (16.4%) of 183 patients presenting with acute abscess had had at least one previous abscess, while 21 (11.4%) had had multiple abscesses; during the next five years, 37 (25%) of 147 patients successfully traced had developed a recurrent abscess or fistula (Buchan & Grace 1973) . It has been suggested that an anorectal abscess begins as an intermuscular abscess secondary to infection of an anal gland (Eisenhammer 1956 (Eisenhammer , 1958 (Eisenhammer , 1961 . In the Cardiff study, 30 (17%) of the patients grew Staphylococcus aureus on culture and it was wondered how this organism could cause infection of anal glands when the stool count of Staphylococcus aureus is very low or nonexistent.
In a further study (in preparation), all patients presenting to the Royal Hospital, Wolverhampton, were admitted under the care of one surgeon (RHG) who did most of the surgery. All abscesses were drained and pus was sent for culture; a fistula was sought at the original drainage procedure and again within seven to ten days at a second examination under anaesthesia (EVA) if a fistula was not found at the first operation. All surgery was performed without knowledge of the result of microbiology. Sixty-six (56.9%) of 116 patients whose culture grew a bowel organism were found to have a fistula; no patient out of 34 who grew a skin organism (mainly Staphylococcus aureus) had a fistula. This suggests that all anorectal sepsis is not secondary to infection beginning in an anal gland and that staphylococcal sepsis should be regarded as a simple 'boil'. It is further suggested that the second EVA for a fistula need only be performed if culture produces a bowel organism.
Perianal warts
Standard management ofperianal warts has been podophyllin followed by diathermy excision when podophyllin has failed. Cryosurgery has also been reported, but it is tedious and timeconsuming to freeze multiple individual warts. However massed perianal warts may appear to be on clinical examination, there are always bridges of normal skin between individual warts; diathermy excision of perianal warts destroys this normal skin bridge and these patients are left with a large and often painful 'burn' which takes time to heal. The resultant scar may even produce anal stenosis (Grace 1974) .
Scissor excision (Thomson & Grace 1978 ) was designed to protect these normal skin bridges. The subcutaneous tissue is infiltrated with 1: 300 000 adrenaline; this distends the superficial tissues such that the warts can be easily separated one from another and the bridges identified. The adrenaline also reduces bleeding. The warts are then excised individually with fistula scissors taking care to leave the bridges undamaged. Small punctate wounds are produced which heal quickly and with a minimum of discomfort. Patients require minimal postoperative analgesia and are discharged home within 48 hours of surgery. However, there is a recurrence rate of around 25% (Thomson & Grace 1979, unpublished) and therefore, as with any treatment of warts, careful follow up is required.
Conclusions
It is suggested that minor anal disease requires exactly the same standard of care demanded by major rectal and colonic problems; it also requires the surgeon to make the correct choice in relation to management.
